CASL is the largest social service agency in Chinatown.
CASL offers resources and programs in youth education and We thus inadvertently designed the study to document the effects of ACA implementation on mammography screening across the entire catchment area.
Mammography Claims Data
We obtained all screening mammography CPT codes from Chinese population percents and for the entire catchment area.
We used one-way analysis of variance to estimate the significance of tract level differences (which were normally distributed as shown in Figure 2 ) between screening cycles across the three areas defined by Chinese ancestry. We made tract-level mean change in the area rate per 100 low-income women age 50 to 64 as our primary comparative outcome.
We based this on the mean area screening rate difference for the combined Medicaid and IBCCP rates per 100. We analyzed older women (age 50-64) only because there remains inconsistent guidelines about mammography screening for women age 40 to 49. 12 We also used a t-test to make a direct comparison between mean screening rate change in just the 
RESULTS
There was an estimated total of 29,749 female residents age 40 to 49 and 36,096 female residents age 50 to 64 living in lowincome households in the study catchment area in 2012-2013.
Medicaid and IBCCP screening mammogram patients were approximately 63% Black, 23% Hispanic, 10% White, 2.5% Asian, and 2.5% other or unknown race and ethnicity. Table 1 presents Medicaid and IBCCP mammography screening rates for both screening cycles for each community area. The table   reports for women age 50 to 64, with very few tracts experiencing a decline and most experiencing an increase. Figure 3 This study was designed to produce the kind of local, micro area data that our community partners were most interested in. Our results are part of efforts by community health activists to identify which specific neighborhoods were most underserved. These data have the potential to also address screenings providers most frequently use, and how to insure quality services and access to care equity for preventive services. 14 The study highlights the potential value of public data for evaluating the impact of public programs and our methods remain a viable option for future ChicagoCHEC community-based research on cancer control. We demonstrate that geocoded 
LIMITATIONS AND CONCLUSION
Among a number of limitations, we should note that our results are confined to the areas' low-income population. The rates shown here do not account for screening performed for privately insured individuals living in the area. Our findings do not address debates about mammography screening or the higher breast cancer mortality of minority patients in Chicago. [15] [16] [17] [18] We do not know if the greater increase in mammography screening in Chinatown was in fact related to the navigation program or unknown area differences in ACA insurance expansion.
In conclusion, we hope this article inspires health activists to emulate our methods and provide their communities with high quality and actionable epidemiologic monitoring.
Going forward, ChicagoCHEC researchers will continue to use public data to inform new cancer prevention and control programs, as one method for academic collaborators to contribute to community health improvement projects.
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